Henry Ford Health System 
PO Box SS392a 
Detroit, Ml 4S2SS^3920 




SlEftement Ddte: June OS, 3019 
Pitlent &ri3fin^niichl&r 

Quara-rttor 
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Amount Due: 

$ 3,357.5 2 

Payment is due by: 

06/25/19 


At Henry ford, we put ■"each p<rf<enr and ore oammitted to providing our petrents with ifuoiity heaithcore and the test H§nfy Ford ej^ntnet 

Thank you for choosing Henry Ford Health System. This statement reflects the balance that you owe for 
services received at one, or more, of our Henry Ford Health System facilities. The detail of the services 
rendered and the amount you owe are included on the attached pages. __ 


important Messages Regarding Your Accounts 


Please submit payment of $3,3S7^S2 by June 2S, 2Q19 or call us at 1'800-999-5SZ9 if you would like to 
make payment arrangements. 


Paperless Billing 

Pay Online 

Pay by Phone 

PAPERLESS BILLING 

L Mjf tQ ttf henrylofd.aim/ftjCtiart 
to stgrt up fer popttiess Wiing. 

\U Chart 

Go to henrvford^coiWWi^har^^ 
Activatio n 

Or Use MyChart to Pay as a Guest 

24 Hour Automated Service 

1-800-999-5829 
Representatives are available 
Monday - Thursday: 7am - 6pm 
Friday: 7am - Spm 


Patient 

Guarantor ID 

Due Date 

Amount Due 

Amount Paid 

Brianna Snttchler 




06/25/19 

53357,52 

s 


* Make checks payable to Henry Ford Health System 

* Please include your Guarantor ID on the check 

* Enclose this payment stub with your payment 

* Please see reverse side to provide updated information 


Henry Ford Health System 
PO BOX 553920 
Detroit, Ml 48255-3920 




Card Holder Name 

Card IVumber 

Ekp Date 

Signature 















































Henry Ford Health System 
PO Box 553920 
Detroit, Ml 48255-3920 



Statement Date: June 05, 2019 
Patient: firiannaSnit^TT^ 
Guaranlar ID: 
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General Information 


Identification Mumber$ : 

Guarantor ID - represents the identification number of the person responsible for payment of the services rendered. This number is 
used for financial and hilJing correipondence. 

MRN (medical record number) - represents the unique identificalion number of the patient. 

Account Number - represents a specific encounter, wisit, or hospital stay, 


CharKes : 

Medicai Services - Charges for hospital or medical facility services such as procedures, diagnostic tests, iab, therapy, supplies, and 
drugs. 

Physician Services - Charges for professional services rendered by physicians or other medical practitioners. 
rnsgrance & Patient Activity : 

Insurance Activity * Payments made by your insurance to Henry Ford Heaiih System, and contractual adjustments that reflect the 
difference between the charge and the negotiated payment made by your insurance. 

Patient Activity - Payments made by the guarantor to Henry Ford Health System, and discounts appiied to the patient's account. 
Explanation of Amount You Owe : 

Deductible - The amount you are responsible to pay before your insurance will pay. Annual amount determined by your insurance 
plan. 

Co insurance - The portion of the payment that your insurance requires you to pay after meeting your annual deductible. 

Co-payment * A fixed amount you are responsible to pay for a specific covered service. Co-payments are set by your insurance plan 
and will vary based on the type of service. 

Non-covered services - A service that is not covered by your insurance, or is not a benefit of your specific insurance plan. 


r 


PERSONAL INFORMATION 


If your personai or insurance information has changed, please indjcate changes below” 


INSURANCE ENFORMATION 




SMAE DATE OF BIRTH 

PRIMARY INSURANCE COlWPANV 

ADDRESS 

PRIMARY INSURANCE COMPANY ADDRESS - - '■ 

f-fTV STATE ZlPCOOE 

STATE ZIP CODE 

IPHONE 

- UMEOfBIBTH 

EMAiL ADDRESS 

POCIC Y HOLDER 1 D N UM &ER ^— ---—--- 

EMPLOVEfl ADDRESS 

GROUP PLAN NUM0ER ^ -f 

EMPLOYER CJTY EMPLOYER STATE EMPLOYER ZIP CODE 
































































Henry Ford Health System 
PO Box 553920 
Detrolfp Ml 48255-3920 



Statomant Date: June 05, 2D19 
Patient: 

Guarantor ID: 
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SUfemef?^ Summary 

Previous Balance 

$418.97 

New Services 

$3,912.76 

New Payments/Adjustments, 

$-974.21 

Total Amount You Owe 

$3,357.52 

Payments Not Applied 

$0.00 

Amount Due by 06/ 25/19 

$3,357.52 


New Accounts 


Date Description 


Charges 


Insurance 
Activity 


PatJent Amount Vo lj 
Activity owe 


4/17/2019- Physkian Services at ST HGTS RAD ULTRASOUND 


04/17/19 US, A9DOfVlEN LIMITED 
05/0S/19 United Healthcare Payments 
Deductible: 38.66 
Insurance Adj u stments 
Annount Vou Owe 


107.00 


0,00 

-68 34 


Acct U\ 


$3S.6G 


OS/10/19 - Medical Services at HFHN HENRY FORD HOSPITAL 

Laboratory 161,00 

OS/30/19 United Healthcare Payments 
Deductible: 44.97 
Insurance Adjustments 
Amount You Owe 



0.00 
’116 03 


$44,97 


OS/13/19 - Medical Services at HFHN HENRY FORD HOSPITAL 


Pharmacy 

Medical/Surgical Supplies and Devices 
Laboratory Pathologicat 

104,76 

159.00 

170,00. 

Operating Room Servlces_ 

2A7Q.QQ 

Other Imaging Services 

471,00 

Pulmonary Function 

98.00 

06/03/19 United Healthcare Payments 



Deductible; 2,440.87 
Coinsurance: 219.57 


Amount You Owe 


-512,32 

/ 



$2,660.44 































































Henry Ford Health System 
PO Box 553920 
Detroit, M! 48255-3920 



Statement Date: June 05, 2019 
Patient: 8nariri^Snitchl|^ 
Guarantor ID: 

Page 4 of 5 


Date 

Description 

Charges 

trssorance 

Patient 

Amount Vou 




Activity 

Activity 

Owe 


5/13/2019 - Physician Services at HFH RAD ULTRASOUND Acci fj| 


05/13/19 

SONG GUIDE NEEDLE BIOPSY 

117.00 



05/13/19 

SURG PATHAEVEL IV 

165.00 



05/13/19 

NEEDLE aiOPSV.MUSCLE 

190.00 



06/05/19 

United Healthcare Payments 


■27.26 



Coinsurance: 1L6B 

Insurance Adjustments 

Amount You Owe 


-250.26 

$194.43 


Totals for New Accounts 

3;912.76 

‘974.21 

0.00 $2,933.55 


Accounts from Previous Statements 

Date 

Description 

Charges 

InsurarKe 

Activity 

Patient Amount You 
Activity Owe 

04/17/19 - 

Medical Services at HFHN STERLING HEIGHTS 



Acct #1 



Other Imaging Services 

506.00 




05/06/19 

United Healthcare Payments 


0.00 




Deductible: 413.97 






Insurance Adjustments 


-87.03 




Amount You Owe 




$418.97 


Totals for Accounts from Previous Statements 

506.00 

-37.03 

0.00 

$418.97 


Total Amount Owed: $3,357.52 ■ Amount Due by 6/25/20J9: $3,357.52 


Wt ut committri l& (Mi 3 w«Ung infernMiiorL to pjtitnti who irutY f^rurHTMl htip lo pjr|r the if iwlic#! bills. Fo« rr»f • 
infomuivcn o* to obt*m * fret copy of oor PJititrt Finin<t«l AsitstdiiiCt PfOgf ijn l>olicy of Application. pl«iiS4 wll tb* Ultphone 
nstrrber or viyt The webuif luleO below, 

N'ueit'i'O compfomiso •! proporcionar infcrnnidtion a los pjdtnttt qu# podruin riectsiiir firuoci^jri para pi|ar lurv faclyras 
m^dicas Pai'a obttnar ma( informac^dn a para obtericr una copia tte la lolitrivd 0 ta pofitica d* rueitro f^Oframa dt Ayuda 
riniiKiefi »i Pa^iehte. Ilame al nutirLero df telTfonoo nsite el ulio web qut indican « conitnijacidn. 

1^>I ^J*'l ijiljSr'i *J^J y *1-14^ iJhdU J* Vi*'"- 

_ fatepJxjw: 1 .800-999 5Jft29 WebuTe: vj^uwJtfnfYjgjj^cotn/FinoiKialAss I stance 



















Henry Ford Health System 
PO Box 553920 
Detroit Ml 43255-3920 



Statement Datfl: June 05, 2019 
Patfftnt: Bnai^^nit^ter 
Guarantor ID: 
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Wcnrif Hxti Svtttm Don^im wth F«l«fAj ovtf \iw% 4^ Kit d*unhwul« on b«rt of r**. colof. iwttcHTkil Or^wi. 

* 1*1 d44bia^, or ttv kraw ril you ntird «n ifUtfpfft*#. mnry ro>rd Hijllh iftlim p«Md«t (JffuJfHVWUnwwwwi 

fr» of chjr|t Fo* ^ Jt^TKim « ^OMKiruJ mformfllon, tfrbtJ Convi>unK4t4nJLCtf 

Mrtvy Firt I4f4f44 SyMffln cufnpit con Ui vtfmttio# dtnchcn y no iiumminj wn Nt* fo U f«*, ft foUcc. w 

or>g*fL l 4 *diO. ki 0ii£j|^i040 0 ci| Who. Ifitorm* jl dt nwOtfi U iwcn^Jl* ufl iftt*rpr*le Kerry Feed h*#lllh System ofnc* 

«flrtcid% d# iuitencM de udonu un epteo iV%uro. SJ t*en* k»rk* pnjurm o nKevU infartnjoon ^icionjt emnr un cksttm etectronco i 

CorniTtajriiCJitNarAccni^h'T^ e^l 








/ -.i-P J -J*-* ’ 


> ^ 1 Htnry FOfO !*»}['' SyUem 

Hwy Forfl »nnh i>ntnti>jH j- j^.' 

C«TunLjriCJlion4ctMl<§(f<fhLOt|y « 
















HEINRV l ORI) IIEAi;i il SYSTEM 


liriiiririii SiiiichlBr 



Guarantor JD 



I hunk y4Hj for duiosing Henry J ord Health Systcrji ain your heaMhcare provider, lakirfg care of 
you is our U \ priority, At Nerjry I ord^ wc pul ‘'each patierM hrir and are commulted to providing 
our patientEi with i^uality health care and the best Henry 1 ord Bxpcrience. 

I his is iKil II bilk 1 fiis is an ilemi/ulion of services rendered for : 

HI Mr St Mgts Radiology Ultnisound 

Snilcbler^ianna Admission Date; f>4/J7/l9 

Hospital Account Discharge r)ate: 04/]7/J<? 


Hospital Charyofi 


Oils 

RsvCods Proesdurs Osscrfptton 

Cod* 

Qly 

Amount 

1 04/17/19 

1_ 1 

; 0402 402767050 US ABOOMEN LIMITED 

, — 
i i 

506 00 


soe.oa 


Hospital Payments and Adjustments 


Oats Deicrirition 


United Healthcare Payments and Adjuslmer^ts 
Total hospital payments snd adjustments; 


Amount 


ST 03 
87 01 


JofaJ Aci'ouut Itafunee V4)H/J7 

J utal ScJI'-piiy liHlance *li4IH.07 


Pfease call our Customer Service Department at 1-600-999-5629 if you have questions 

regarding this information 
















HENRYFOKD 


HEALTH S\ STEM 


Guarantor ID- 


Thank you for choosing Henry Ford Health System as your healthcare provider. Takir\g care of 
you IS our #1 priority. M Henry Ford, we put "each patient first" and are committed to providing 
our patients with quality health care and the host Henry Ford Experience, 

This is not a bill, TTiis is an itemization of services rendered for: 


Admission Date: 04/17 19 
Disc harge Date: 04 17 19 


HFMC St Hgts Radiology Ultrasound 
Patient; Siiitchler.Bri anna 

Hospital Account 



Professional Charges 


Service Date Service Provklef Pji Description 


ewyt 7/2019 KJRSCH, AARON US, ABDOMEN LIMlTEb 
JOSHUA ^553728) 

Total professional charges^ “ 

Professional Payments and Adjustments 


Date Descrlotjon 


United Hesilhcare Payments and Adjusiments 
Total professional payments and adjustments: 


Pjc Code 


76705 


Transacdon 

Amount 


S107 OO 
107.00 


Amount 


68 34 
66.34 


Cutat Account HaJattcc 


Total Self-pay llatance 


S3H.ri6 

S3<N.6hi 


Please call our Cuslomer Service Department at 1-800-999-5829 (f you have questions 

regardirtg this information 


















henry ford health system 


Brianna Snitch I cr 



Guarantor ID; 



Thank you for choosing Henry Ford Heallh System as your healthcare provider. Taking eare of 
you is L tH priority. At Henry Ford, we pul “each patient first" and arc committed to providing 
our patients with quality health care and the best Menr>^ Ford Ejipencnce. 


I his is not a bilL This is an itemization of services rendered for : 


HFH Radiology Interventional 
I’atieni! SnitchlcTj^anna 

Hospital Account 


Admission Date: 05/13/19 
Discharge Date: 05/13/19 


Hospital Charges 


Date 

R«v Code 

Procedure 

Code 

Dneription 

Qty 

Amount 

05/13/19 ' 

0402 

402769420 

ULSO GUIDED NEEDLE PLACEMENT 

1 

47100 

05/13/19 

□361 

3eiOOOTR2 

tkmt rm radiology level 2 

1 

2.170 00' 

; 05/13/19 

0270 

270005503 

BIOPSY TRAY LVL 2 

1 

108 00 

05/13/19 

0270 

270000301 

MISCELLANEOUS SUPPLY LEVEL 1 COST 
$10-124 99 

1 

51 00 

i 05/13/19 

1 

□250 

272001166 

HB DEVICE BIOPSY L11 CM OD18 GA LATEX 
FREE 

1 

104 76 

□5/13/19 

0460 

1460000024 

PULSE OX. 02 SAT MULTI DET 

' 1 

I 

1 96 00 

05/13/19 

031^ 

j 310000037 

LAB LEVEL (V SURG GROSS & MIGR 

i 1 ..! 

1 170 00 

4 ^ FI. 


Total hospital charges: 


Hospital Payments and Adjustments 


1 DstA Description 

Arnountl 

'United Healthcare Paymenta and Adjustments 

1 512.321 

Total hospital payments and adjustments: 

512.32 


Totiat Account lialancc $2d>bDi44 

T'otHi Sc4f-|i}iy liHlance S 2^660*44 



Please call our Customer Service Department at 1 800-999-5829 if you have questions 

regarding this information. 





































HEMIV FORI) HEALTH SYSTEM 



(iiitammuir ID 



t ' 'T"^ |,rovider. I «Vi„B c«rc of 

L .V.II 1 ’'“''"'' '■■‘''""'"toJ u. providing 

t)ur |>.iUtms wilh qualiiy hcullh tiirc uiul Highest Iknry hord tApcrioiieu, 

I his \s lull ii bill [ Ids is sm iriitnj/.miim nt services miderud lor r 


Hill f'iuliolngy Op I tih 
UospiLal Account 


Admission Diilc: (I?. ID I'J 
Djscliarj;;c DaIcl 05 Itl |D 


Hospital Charges 


Dll* 


f^4v Codo Procedurs DaHcrlptien 
Cede 


D5J10/19 ; 

0305 

aoooooaao 

05/10/19 ' 

0305 

300000440 

0&/10H9 

0305 

300000440 

05/10/19 

0301 

3D0000003 

05/10/10 

0300 

300000775 


Tolal hoiphfll cKargoi; 


LAB CBC AUTO A AUTO DIFF WBC 
LAB PROTHROMBIN TIME 
LAB PART thromboplastin (PTT) 

LAB BASIC METABOLIC PANEL (TOT CA| 
VENIPUNCTURE 


Amount 



Hospital Payments and Adjuatmonts 


Date 


[ [United Healthcare Payments and AdjuBlitionls 

Total hotplial payments and adjuBlmonts; 


Amnunl 


1t6 03| 
11«,03 


I'oliil yU'i'Oiiiii Itiiluiii't 

i ^diil Spil'jMiy ISalmicc ?ii44.*t7 


Please call our Customer Service Department at 1>800'999-5829 if you have quBslIons 

regarding this mformaljon 






















HENRY FORD HEALTH SYSTEM 




Guarainor ID: 



Thank you for choosing Henry Ford Health System as your healthcare provider. Taking care of 
you Is our priority. Ai 1 lenry Ford, we put "each patient first" and are committed to providing 
OUT patients with quality health care and the best Henry Ford Experience. 

This is not a bill. This is an itemization of services rendered for : 


Admission Date: 05/13/19 
Discharge Date; 05/13/19 


HFH Radiology Interventional 
Patient: 

Hospital Account 



Professional Charges 


Service Oat« Service Provider 


0&/13/2019 

05/13/2019 

05/13/2019 

Total 


KIRSCH, AARON 
JOSHUA [H563728i 
KIRSCH, AARON 
JOSHUA [H5S3728J 
RAOUFI. MOHAMMAD 
[H11^__ 


P)t Description 


NEEDLE BfOPSY,MUSCLE 
SONO GUIDE NEEDLE BIOPSY 
SURG PATH.LEVEL IV 


professional charges; 


Professional Payments and Adjustments 


Px Code 


20206 

76942 

88305 


Transaction 

Amount 


$19000 
St 17 00 
St 65 00 


472,00 



Uniled Healthcare Payments and Adjustments 


Total professional payments and adjustments; 



277.52! 

277,52 


Tutul Accniinl Ifalunee 

I rMal SeJf-puy lluliiiice S194.48 


Please call our Customer Service Deparlmert at 1‘800*999-5829 if you have questions 

regarding this information, 



































United Healthcare Services, inc. 
GREENSBORO SERVICE CENTER 
PO BOX 740800 
ATLANTA, GA 30374-OSOO 



UnitedHealthcare’ 


Have more questions about your cEainn? 

Visit www.myuhc.com 
for all your cEainn and benefit Information. 



May 30, 2019 



Explanation of Benefits Statement 

This is not a bilk Do not pay. This is to notify you that we processed your claim. 


Claims Summary 

Detailed claim information is located on the following page{s). 


Dollar Amount Description 


Amount Btifeci 

$4,020.98 The amount your provider charged for services provided to you. 


Pian Discounts 

$523.30 Your plan negotiates discounts with providers to save you money. This amount may also Include 
services that you are niot responsible to pay. 


Your Plan Paid 

$539.58 The money your health benefit plan paid. 



Total amount you owe the provider(s) 

The portion of the Amount Billed you owe the prov1der{s). This amount does not reflect any 
payment you may have already made at the time you received care. This amount may include your 
deductible, copay, coinsurance and/or non covered charges. This amount does not include any 
payments made to the subscriber*. Jf a payment was made directly to the subscriber, you/the 
subscriber Is responsible for paying the physician, facility or other health care professional, 

* When coordination of benefits applies, this amount will include payments made to the subscriber. 


J 


STD-EOB 


Use this EOB statement as a reference or retain as needed 


Page 1 of 8 

























May SO. 2019 


United Healthcare Services, Inc. 
GREENSBORO SERVICE 6ENTER 
PO BOX 740800 
ATLANTA, GA 30374^0800 
Phone: 1-^66-270-6311 



Ij UnitedHealthcare' 


Have more questions alxiiUt your claim? 

Visit www.myuhc.com 
for all your claim and tenefrt information. 


Claim Detail for BRIANNA SNITCHLER 








Your Itemized Responsibility to Provider** 


□ate(s) of Type of Service Nefes^ 
Service 

Amount 

Billed 

Plan 

□ISCOLntE 

Amourrt 

AJ lowed 

Your Plan 
Paid 

Deductible 

Copay 

Coinsurance Nen-Covered 

Amount You 
Owe 

O&n 0/2019 LABOR ATC«V UG 

SERVICES 

$149.00 

$104.03 

$4437 

$□.00 

$44.07 

$□.□□ 

SD.tX} $0.DD 

$44.97 

Claim Total: 

$149.00 

9104.0S 

$44,07 

$O.0D 

$44,97 

$9,00 

$0.00 90,00 

$44.97 


^This total does not reflect any payments i copays you made at the time of se/vies, Please wait for 

a provider bill before makingi a payment 


Claim Detail for BRIANNA SNITCHLER 



Date(s)-of Type of Service i^oles* 
Service 

Amount 

Billed 

Plan 

Drscounts 

Amount 

Allowed 

Your Plan 
Paid 

Your Itemized Responsibility to Provider^* 


Deductible 

Copay 

Coinsurance 

Non-Covared 

Amount You 
Owe 

Q5.rt3.'2019 SURGERY 

UG 

$190.00 

$S1.79 

$159.21 

$0.00 

$133 J21 

10.00 

$0.00 

$0.00 

$138.21 

^■13^*2019 RADIOL dbV 

UG 

$117.00 

$72.41 

$44.50 

$0.00 

$44.59 

$0.00 

$□00 

$0.00 

$44.50 

SERVICES 











Claim Total: 


$307.09 

$124,20 

$1S2,S0 

$0,D0 

$182,80 

$0,00 

$0.00 

$D.ao 

$183.80 


**This total does not reflect eny payments / copays you made at the time of service. Please svaltfor 

a provider bill before making a payment. 


STD-EOB 


Use this BOB statement as a. reference or retain as needed 


Page 2 of 8 





























( UnitedHealthcarft’ 


May 30, 2019 


United Healthcare Services^^ tnc. 
GREENSBORO SERVICE tENTER 
POBOX 74 OS 00 
ATLANTA, GA 30374-0S00 
Phone: 1-^66-270*5311 


Have more questionis about yourdaim? 

Visit www.myuOc.cotm 
for all your daim and benefit informalion. 



Claim Detail for BRIANNA SNITCHLER 








Your Itemized Responsibility to Provider** 



DatQ(e) of Type of Service Ndtef* 
Service 

Amount 

Billed 

Plan 

Discounts 

Amouint 

Allowed 

Your Plan 
Paid 

Deductible 

Copay 

Coiosuranoe Non-Co'vered 

Amount You 
Owe 

05.'13,'2b OUTPATIENT UQ 

SERVICES 

$1,002.76 

$0.00 

$1,002.76 

$0.00 

$1 ,(X}2.70 

30.00 

$0.00 

$0.00 

$1,002.7$ 

05.'13,'2013 OUTPATIENT 02 

SERVICES 

$2,170.00 

$0.00 

$2,170.00 

£512.32 

$1,433.11 

SO.QO 

$219.57 

$0.00 

$f,O57.60 

Claim Total: 

$3h172T6 

jiJ.OO 

$3,172,76 

$$12.32 

$2,440.S7 

30.04 

$219.37 

$0.00 

$2,560.44 


**11115 total does not reflect any payments / copays you nrade at the tirrie of aervica. Pl$ese W^itfor 

a provider bill before making ^ payment. 


STD-EOB 


Use this EOB statement as a reference or retain as needed 


Page 3 of S 























May 30, 201® 


United HeaUhCare Services^, Inc. 
GREENSBORO SERVICE CENTER 
PO BOX 740000 
ATLANTA^ GA aO374-0800 
Phone: 1-^66-270-5311 


UnitedHealthcaref 


Have more que$lions about your claim? 

Visit www.myuhc.com 
for all your claim and benefit Enformation, 


Claim Detail for BRIANNA SNITCHLER 








Your Itemized Responsibilitvto Provider** 


Date{3) of Type of Service Notes* 
Service 

Amount 

Billed 

Plan 

Discounts 

Amount 

Allowed 

Your Plan 
Paid 

Deductible 

Copay 

Coinsurance Non-Covered 

AiDDunt You 
Owe 

05.''13,'2Cit9 LABORATORY D1 

SERVICES 

$165.00 

St26.Q6 


S27.2e 

$0.00 

$0.00 

$1t.6& 30.00 

S1 1 M 

Claim Total: 

$1S&.0D 

S126.08 



$0,01! 

$0.<!0 

$11.SB 30.00 

311.68 


^'Till'S total does not reflect any payments / copays you made at tfie tima of sarvice. Please wait for 

a pntwioer bill before a payment 


Notes* 

D1 ■ THE PLAN DISCOUNT SHOWN IS YOUR SAVINGS FOR USING A NETWORK PROVIDER, THE AMOUNT YOU 0\A/E MAY INCLUDE YOUR COPAY 
COINSURANCE, DEDUCTIBLE, PLUS ANY AMOUNT DUE (F YOUVE REACHED YOUR BENEFIT LIMIT ON A COVERED SERVICE. 

D2 - THE PLAN DISCOUNT SHOWN IS YOUR SAVINGS FOR USING A NETWORK PROVIDER, THE AMOUNT YOU OWE MAY INCLUDE YOUR COPAY, 
COINSURANCE. DEDUCTIBLE, PLUS ANY AMOUNT DUE (F YOU'VE REACHED YOUR BENEFIT LIMIT ON A COVERED SERVICE. 

UG - THE PLAN DISCOUNT SHOWN IS YOUR SAVINGS FOR USING A NETWORK PROVIDER. YOU HAVE NOT MET YOUR DEDUCTIBLE AND OWE THE 
AMOUNT SHOWN. 

A review of this benefit determinalion may be requested by submitting your appeal to us in whling at 1 tie following address: United Health care Appeals, P.O. Box 30462. Salt 
Lake City, UT 84130-0432. The request fbr your review must l>e made within ISO days from the date you receive this statement, [f you request a review of your claim denial, 
we will complete our review no later than 30 days after we receive your request for review. 

If your plan is governed by ERISA, you may have the right to file a civil action under ERISA if all required reviews of your claim have been completed. 

You or ydur authorized representative, such as a family member or physician, may appeal the decision by submitting comments, documents or oiher relevant information to 
the appeal address referenced above, 

You may request copies (free of charge) of informalion relevant to your claim by contacting us at the above address. 

Availability of Consumer Assistance/Ombudsman Services 


STD-EOB 


Use this EOB statement as a reference or retain as needed 


Page 4 of & 

















